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Client Name:

0 IDENTIFICATION/ BACKGROUND

‘Name & Vital Information

| VIRGINIA UNIFORM ASSESSMENT INSTRUMENT

Dates: Screen: RRICNY FAHAY st
Assessment: Sy Bty )
Reassessment: /. /

ClientSSN: .~ "

(Last)

Address:

Phone: ( )

- Directions to House:

Birthdate: _ / /

(Stréet) G

(First)

(Middle Initial)

(City)

(State) -m(Zip Code)

(Month) (Day)

Marital Status: Married 0

Race:

White 0

Black/Atricarn Amerncan i
American Indian 2
Oriental /Asian 3
Alaskan Native ¢

Unknown 9

Ethnic Origin:

Age:

(Year)

_ Widowed1 ___ Separated 2

Education:
Less than High School v
Some High School 1

High School Graduate z
Some College 3
College Graduate 4

Unknown 9

Specify:

Name:

Address:

Name:

Address:

Name of Primary Physician:

Address:

City/County Code:

. Pets?

Demographics : e : '

Sex: _ Maleo ____ Female1

— Divorced3 ___ Singled — Unknowny

Communication of Needs:

Verbally, English o

Verbally, Other Language 1

Specify: I
Sign Language/Gestures/Device 2

Does Not Communicate 3

Hearing Ilmpaired?

Relationship: B

Phone: (H 1))
Relationship:

Phone: () R W

Phone:

Initial Contact

Who called:

(Name)

Presenting Problem/Diagnosis:

(Relation to Client)

(Phone)

=
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CLIENT NAME: Client SSN: - - —I

Current Formal Services.

Do you currently use any of .Lhé;f_c‘):llm\.iing fﬁ%pg_s'o'f 's'e}yic'e 2
Noo Yes1  Check All Services That Apply Provider/Frequency:
—— ——  Adult Day Care

- ——  Adult Protective

—— —— (Case Management

—— — Chore/Companion/Homemaker

—— — Congregate Meals/Senior Center

—— —— Financial Management/Counseling

—  —— Friendly Visitor/Telephone Reassurance

—  — Habilitation/Supported Employment

Home Delivered Meals L
——  —— Home Health/Rehabilitation

—— —— Home Repairs/Weatherization

—— —— Housing
- - Legal

R —  Mental Health (Inpatient/Qutpatient)

. Mental Retardation

——  —— Personal Care

—— —— Respite —

. Substance Abuse

o Transportation

—— —— Vocational Rehab/Job Counseling
— e Other:

Financial Resources

Where are you on this scale for annual {mcnthly) . Does anyone cash your check, pay your bills or
family income before taxes? Paha e manage your business?

320,000 or More ($1,6670or More) 0 Noo Yesi Names
——  $15,000 - $19,999 ($1,250 - $1,666) 1 Legal Guardian,

R Power of Attorney,

. $11,000 - 514,999 ($ 917 - $1,249) 2

5 9,500-$10,999 ($ 792-% 916)3 — Representative Payee,

5 7000-% 9499 (5 583 -5 791)4 . ___  Other

—— 5 55500-5% 6,999 (5 458-% 582)5 ; SRRy e T : 2
8§ 5.4990rLess ($ 457 or Less) 6 Do you receive any bene_flts or entitlements?
—  Unknown9 Noo Yes:1

Number in Family unit: _— —  ——  Auwiliary Grant

Optional: Total monthly family income: —— == . Food Stamps

L Fuel Assistance

b s R General Relief
Do you currently receive income from...? : : :
; - R AR o Sy T R o State and Local Hospitalization
Noo Yes: Optional: Amount S e Subsidized Housing

. Black Lung, __ —— _——  TaxRelief

. Pension,

What types of health insurance do you have?
—_ ___  Social Security, __ : s

-~ SsI/ssDl, Noo Yesi

SR — VA Benefits, s SOt Medicare, #

Sty — Wages/Salary, —— _— Medicaid, #

. Other, Pending: O Noo O vest

omB/sLMB: [ Noo (O Yest

) S e All Other Public/Private: .
()] Virgmia Long-Term Care Council, 1994 UAI Part A 2




FELIENT NaME:

Client SSN:

‘Physical Environment

Where do y“ou usually live? Ddes anyone live with ypti? -

Alone | Spouse 2

Other 3

Names of Persons in Household

House: Own 0

House: Rent 1

House: Other 2

Apartment 3

Rente

d Room 4

(Place)

Name of Provider

Admission
Date

Provider Number
(If Applicable)

Adult

Care Residence 50

Adult

Foster 60

Nursi

ng Facility 70

Mental Health/
Retardation Facility s0

Other

90

Where you

usually live, are there any problems?

No o

Yes 1

Check All Problems That Apply
Barriers to Access
Electrical Hazards
Fire Hazards/No Smoke Alarm
Insufficient Heat/Air Conditioning
Insufficient Hot Water/Water
Lack of/Poor Toilet Facilities (Inside/Outside)
Lack of/Defective Stove, Refrigerator, Freezer
Lack of/Defective Washer/Dryer
Lack of /Poor Bathing Facilities
Structural Problems
Telephone Not Accessible
Unsafe Neighborhood
Unsafe/Poor Lighting
Unsanitary Conditions

Other:

Describe Problems:

© Virginia Long-Term Care Council, 1994
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I CLIENT NAME: Client SSN: - -

9 FunNncTIONAL STATUS (Check only one block for each level of functioning)

ADLS Needs MH Only 10 HH Only 2 o MH & HH 3 N Performed IsNot "
Help? Mechanical Help Human Help by Others 40 Performed 50
i Physical Physical
No 00| Yes | Supervision 1 | Assistance 2 | Supervision 1| Assistance 2
Bathing
Dressing
Toileting
Transferring
Spoon | Syringe! |Fed by
Fed 1| Tube Fed 2| 1V 3
Eating/Feeding
B B - D o . D
: Needs Incontinent External Device/ Incontinent External Indwelling Ostomy
o . : Help? Indwelling/ Device Catheter
Continence G
Less than weekly | Self care 2 Weekly or more 3 Not self care 4 Not self care 3 Not self care o

Nooo| Yes
Bowel
Bladder
Comments:

D D D D
A h 0 Needs MH Only 10 HH Only 2 MH & HH 3 Performed Is Not
C Help? Mechanical Help Human Help by Others 40 Performed 50
Physical Physical

No 00| Yes Supervision 1 | Assistance 2 | Supervision 1| Assistance 2
Walking
Wheeling
Stairclimbing

Confined Confined
Moves About Does Not Move About
Maobility
Needs
= Comments:
D Help?
D

No 0 |Yes 1
Meal Preparation
Housekeeping
Laundry
Money Management
Transportation
Shopping

Outcome: Is this a short assessment?

Using Phone . N
N “ No, Continue with Sectiuné} 0 —_ Yes, Service Referrals | — Yes, No Service Reterrals 2

Home Maintenance

Screener: Agency: S S —
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I- CLIENT NAME:

Client SSN: - -

e PHysicAarL HEALTH ASSESSMENT

Professional Visits/Medical Admissions

Doctor's Name(s) (List all) Phone Date of Last Visit

Reason for Last Visit

Name of Place

Length of Stay/Reason

Hospital

Nursing Facility

Adult Care Residence

5 (Wh_c_u il_las:it _. . Where i

Noo  Yes1 Location

Living Will,

Durable Power of Attornev for Health Care,

i Other,

Do you have any current medical probiems, ora icnown or suspected diagnosis of mental
- retardation or related conditions, such as . . . (Refer to the list of diagnoses)?

Current Diagnoses Date of Onset

Enter Codes for 3 Major, Aftive Diagnoses: None 00 DX1 DX2 DX3

Current Medications

Dose, Frequency, Route
{Include Over-the-Counter)

Reason(s) Prescribed

Diagnoses:
Alcoholism/Substance Abuse (01)
Blood -Related Problems (02}
Cancer (03) .
Cardiovascular Problems

Circulation (4}

Heart Trouble (05)

High Blood Pressure i06)

Other Cardiovascular Problems {07)
Dementia

Alzheimer's (08)

Non-Alzheimer's (03) 2
Developmental Disabilities

Mental Retardation (10}

Related Conditions

Autism (11}
Cerebral Falsy (12)

- Epilepsy (13) . -

Friedreich's Ataxia(i4)

| Multiple Sclerasis (15 -

 Muscular Dystrophy (16)
Spina Bifida (17)

Digestive/Liver/Gall Bladder {18) .

Endocrine (Gimda Problems
Diabetes 2
Other £nduﬂme Problems QG! i

Eye Disorders (21)

R

=]

0.

otal No. of Medications:

(If 0, skip to Sensory Function) Total No. of Tranquilizer/Psychotropic Drugs:

Do you have any problems with medicine(s) . .7 | How do you take your medicine(s)? -

Noo Yes1
—— —— Adverse reactions/allergies

Without assistance 0

—— Administered/monitored by lay person 1

—  Administered/monitored by professional
nursing staff 2

— — Cost of medication
—— —  Getting to the pharmacy
— — Taking them as instructed/ prescribed

— Understanding directions/schedule

Describe help:

Name of helper:

1 System Disorders (22}

Muscular/Skeletal
Arthr sm/Rheumatmd Arthritis (23}
Osteoporosis (2
Other usc\ﬂar,’SieIe!al Problems !25)

Neurulog\:ai Problems ral
Brain Trauma/Injury {26)
Spinal Curd Injury Qnil
Stroke (28
Other Neumlog:caf Problems (29)

Psychiatric Problems

Anxiety Disorders (30)

Bipolar (31}

Major Depresslon 32)
Personality Disorder (33) -
Schizophrenia (34

Other Psychiatric Pmblcms 35}
Respiratory Problems

Black Lung (36}

COPDI7) ¢

Prieumonia (38}

Other Respiratory ?’mb'ms (39)
rmaqdkepruducuve P:oblems o
-Renal Failure (40)

Other Urinary/Reproductive Problems (41}

Al Othér Problems 2

Virginia Long-Term Care Council, 1994
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CLIENT NAME: Client SSN: - -

Sensory Functions

‘How is your vision, hearing, and speech

Impairment Date of Last Exam

Record Date of Onset/Type of Impairment

No Impairment 0 Complete Loss 3

Compensation 1 No Compensation 2

Vision

Hearing

Speech

Physical Status b ' o e

~ Joint Motion: How is your ability to move your arms, fingers and legs? -

Within normal limits or instability corrected 0
e Limited motion 1

Instability uncorrected or immobile 2

Have you ever broken or dislocated any bones.

Ever had an amputation or lost any limbs ... Lost voluntary movement of any
_partofyourbn_dy?:_;_ Lh . e : _ S

Missing Limbs

Fractures/Dislocations Paralysis/Paresis
— None 000 — None oo — None ooo
__ Hip Fracture 1 — Finger(s)/Toe(s) 1 — Partialn
— Other Broken Bone(s) 2 — Armis)2 _ Total2
— Dislocation(s) 3 — Legl(s)s Describe:
_ Combination 4 _ Combination 4

Previous Rehab Program?
—— No/Not Completed 1
— Yesz

Date of Fracture/Dislocation?

Previous Rehab Program?
_ No/Not Completed 1

— Yes2

Date of Amputation?

Previous Rehab Program?
— No/Not Completed 1

— Yes2

Onset of Paralysis?

—— 1 YearorLess 1 1 Year or Less 1 — 1YearorLess1

More than 1 Year 2 — More than 1 Year 2 — More than 1 Year z
i “g . g 7
Nutrition
Height: Weight: Recent Weight Gain/Loss: ___ Noo ___ Yes
(inches) {Ibs.) .
Describe:

Are you on any special diet(s) for medical reasons? Do you have any problems that make it hard to eat?

—— Noneo Noo Yes1

— Low Fat/Cholesterol 1 —  —  Food Allergies

—— No/Low Salt 2 — _—  Inadequate Food/Fluid Intake
— No/Low Sugar 3 —  —— Nausea/Vomiting/Diarrhea

—  Combination/QOther 4 _  —  Problems Eating Certain Foods
Do you take dietary supplements? —— ——  Prablems Following Special Diets
—_ Nomneo o —— Problems Swallowing

_ Occasionally 1 —— — Taste Problems

Tooth or Mouth Problems
Other:

Daily, Not Primary Source 2 -

——  Daily, Primary Source 3

—  Daily, Sole Source 4

UAI PartB 6
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l CLIENT NAME: Client SSN: - - —|

Curre_nt Medical Servicés :

mxrsmg care, such as.

No 0 Yes 1 Frcquency Noo0o Yesi1 Site, Typu, I—'requency

—— ——  Occupational —— —— Bowel/Bladder Training
o ——  Physical ——  —  Dialysis

—— ——  Reality/Remotivation —— — Dressing/Wound Care
—— —— Respiratory —— —— Eyecare

e e Speech —— —  Glucose/Blood Sugar
— _—  Other —— —— Injections/IV Therapy

[oragr i i e s e —  —— Oxygen
b - 2
mpq_yo;i?l‘hgyg_any_prg;sg;E_glcers i —— —  Radiation/Chemotherapy

e None 0 Location/Size —— —  Restraints (Physical/Chemical)
— Stagel1 ——  —— ROM Exercise

. Stagell2 —— —— Trach Care/Suctioning

— StageIll 3 — — Ventilator

— StagelIVa — —— Othern

Medical/Nursing Needs .

Based on client's overall condition, assessor should evaluate medical and|or nursing needs.
Are there ongoing medical/nursing needs?  ___ Noo ___ Yes1
If yes, describe ongoing medical/nursing needs:
Evidence of medical instability.
Need for observation/assessment to prevent destabilization.

1
2
3. Complexity created by multiple medical conditions.
4

- Why client’s condition requires a physician, RN, or trained nurse’s aide to oversee care on a daily basis.

Comments:

Optional: Physician’s Signature: Date:

Others: Date:
(Signature/Title}

© Virginia Long-Term Care Council, 1994 UAI PartB 7




| CLIENT NAME: Client SSN: - - J

0 PsycHO-SoOCIAL ASSESSMENT

Cognit.ive Function

Orientation (Note: informahon in italics is optional and can be used to gwe a MMSE Score in the box to the nqht) Sl SE Gl
'Person' Please tell e your full name {so that T can make sure our record is €0rre€t} = e

Place: _Where are we now (stafe cmmiy, toton, s!reetfroutc member street mmc/bot number}’
i ~ Givetheclient 1 point for each correct response. :

 Time: Would you tell me the date today (year, season date, day, monfh)’

_ Oriented 0 Spheres affected:

Disoriented - Some spheres, some of the time 1
__ Disoriented - Some spheres, all the time 2
— Disoriented - All spheres, some of the time 3
— Disoriented - All spheres, all of the time 4

. Comatose 5
Recall/Memory/]udgement
| Recall

I am gomg to say three words, and I want you to repeat them after Iam do
(House, Bus, Dog).. 0 Ask the chent to repeat them Give the client 1 pomi :
- for each correct mspcmse on the frrst trial. G Repeat up to 6 trials until client
can name all 3 words. Tell the client to hold them i in his m_md because you

. Wl.ll asic hlm agam ina mmute or so what they are. .

@)

* Attention/

Con ce_ntrati;‘»j _ 'Speli the wom’ : WORLD" Theﬁ ask ﬁze c!tent to speil it buckwards e
‘ il Gwe 1 poinit for each carrectly placed Eeftgr ( DLRC}W) : X
': ‘Shﬁrt-Tei'm:f"' : 9 Ask the cicnt to recall the 3 worcis he was to rern‘ n ber - : ‘_}"b.taE:'
Long-Term: = When were you bom (What is your, date Gf bu:th)’? : T i
:Judgement . Ifyou needed_ _help= tr 'Kwht what would you da” : : _ : _ :
No 0 Yes1 .Noﬁe:' Score ofiii..
— _— Short -Term Memory Loss? - orbelow implies -

—— —— Long-Term Memory Loss? _;_cog_niﬁt_fe fmp..ai‘IThETIIt‘

——  — Judgement Problem?

Behavior Pattern

|

‘ Does the cl;ent ever wander wﬁhaut purpose (i‘respass get 105t go mto traff:c, e‘{c ) or become agxtated and abuswe’ :

J— Approprlatc 0

—  Wandering/Passive - Less than weekly 1

— Wandering/Passive - Weekly or more 2

__ Abusive/Aggressive/Disruptive - Less than weekly 3
—  Abusive/Aggressive/Disruptive - Weekly or more 4

_ Comatose 5

Type of inappropriate behavior: Suurce of Informaton: S RS
R ; ]
Life Stressors ; :

#

1\&6.04 Yes .1 . . No 0 Yes1
—— —— Change in work/employment _ __ Financial problems . Victim of a crime
——  —— Death of someone close —  —— Majorillness - family/friend __ ____ Failing health
— _ Family conflict __ ___ Recent move/relocation __  ___ Other:

© Virginia Long-Term Care Council, 1994 UAIPartB 8




CLIENT NAME: Client SSN: - -

Emotional Status : - ]

Rarely/ Some of Often 2 Most of Unable to

Never 0 the Time 1 the Time 3 Assess 9

Feel anxious or worry constantly about things?

Feel irritable, have crying spells or get upset over little things?

Feel alone and that you didnt have anyone to talk to?

Feel like you didn’t want to be around other people?

Feel afraid that something bad was going to happen to you
and/or feel that others were trying to take things from you
or trying to harm you?

Feel sad or hopeless?

Feel that life is not worth living . .. or think of taking your life?

See or hear things that other people did not see or hear?

Believe that you have special powers that others do not have?

Have problems falling or staying asleep?

Have problems with your appetite . .. that is, eat too much or
too little?

Comments:

‘Social Status . - ' 27

d

 Are there some things that you o that you especially enjoy?

No 0 Yes1 Describe

——  — Solitary Activities, 2
—— —  With Friends/Family,
—  ——  With Groups/Clubs,

—— —— Religious Activities,

_ How often do you talk with.y‘aur Eﬁi'ld.reﬁ,._fémiiy or f_ri_ends; either &ﬁrihg_ avi'sit'm; ove{ﬂié phone :

Children Other Family Friends/Neighbors

—  NoChildren 0 —— No Other Family 0 —  No Friends/Neighbors v

— Daily 1 —  Daily 1 — Daily 1

—  Weekly 2 ——  Woeekly 2 — Weekly 2

— Monthly 3 —  Monthly 3 — Monthly 3

——— Less than Monthly 4 ——  Less than Monthly + —— Less than Monthly 4
Never 5 i s i e Never 5 ——  Never 5

Are you satisfied with how often you see or hear from ymir'childr.e'h, other family and/or friends?

. Noo — Yesi
© Virginia Long-Term Care Council, 1994 UAl PartB 9




CLIENT NAME: Client SSN: - -

Hospitalization/Alcohol - Drug Use

s e
B
e

i
L
G

Admit

Name of Place Date Length of Stay/Reason

Never 0

Never 0 —

At one time, but no longer 1 —— Atone time, but nolonger 1

— Currently 2 _ Currently 2

How much:

How much:

How often:

How often:

If the chent has never used alcohol or other non-perscription, mood altering substances, skip to the fobacco question.

Have you, or someone close to you, | Do (did) you ever use alcohol/other Do (did) you ever use alcohol/other

ever been concerned about your . | mood-altering substances with... mood-altering substances to help you...
use of alcohol/other mood altering : o . : 3y
substances? -
Noo . Yes] No o Yes1 Noo Yes1
Describe concerns; — ——  Prescription drugs? . Sleep?
—— —— OTC medicine? ' Relax?
Other substances? — Getmore energy?

Relieve worries?
Describe what and how often:

Relieve physical pain?

Describe what and how often:

Do (did) you ever smoke or use tobacco products?

Never o
Atone time, but no longer 1
—  Currently 2

Howmuch:

How often: -

Is there anything we have not talked about that you would like to discuss?

© Virginia Long-Term Care Council, 1994 UAI Part B 10




l CrLieNT NAME: Client SSN: - -

6 ASSESSMENT SUMMARY

Indicators of Adult Abuse and Neglect: While completing the assessment, if you suspect abuse, neglect or explottation, you are
required by Virginia law, Section 63.1 - 55.3 to report this to the local Department of Social Services, Adult Protective Services,

Caregiver Assessment

Does the client have an informal caregiver?
— No 0 (Skip to Section on Preferences) — Yes
Where does the caregiver live?

With client 0

Separate residence, close proximity 1

—— Separate residence, over 1 hour away

Is the caregiver’s help ...

— Adequate to meet the client’s needs? v

— Not adequate to meet the client’s needs? |

Has providing care to the client become a burden for the caregiver?

_ Notatall o
Somewhat 1

Very much 2

Describe any problems with continued caregiving:

Preferences

Client’s preferences for receiving needed care:

Family/Representative’s preferences for client’s care:

Physician’s comments (if applicable): S

© Virginia Long-Term Care Council, 1994 UAI Part B 11




CLIENT NAME:

- Client SSN: -

Client Case Summary

Unmet Needs

No 0 Yes1 (Check All That Apply)

_  ___ Finances

ADLS
[IADLS

Home/Physical Environment

Assessment Completed By:

No 0 Yes1 (Check All That Apply)

Medical Care/Health
Nutrition
Cognitive/Emotional
Caregiver Support

Assistive Devices/Medical Equipment

Assessor’s Name

Signature

Agency/Provider Name Provider#

Section(s)
Completed

Code #:

Optional: Case assigned to:

© Virginia Long-Term Care Council, 1994
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MEDICAID FUNDED LONG-TERM CARE SERVICE AUTHORIZATION FORM

Please provide the appropriate answer by either filling in the space or putting the correct code in the box provided.

I. RECIPIENT INFORMATION:
Last Name:

Social Security

First Name:
Medicaid ID

Birth Date: I

Sex:

I1. MEDICAID ELIGIBILITY INFORMATION:

Is Individual Currently Medicaid Eligible? I:l
1=Yes
2 = Not currently Medicaid eligible, anticipated within
180 days of nursing home admission OR within 45 days
of application or when personal care begins.
3 = Not currently Medicaid eligible, not anticipated
within 180 days of nursing home admission

If no, has Individual formally applied for Medicaid?
0=No 1=Yes
I1l. PRE-ADMISSION SCREENING INFORMATION:
MEDICAID AUTHORIZATION
Level of Care
1 = Nursing Facility Services
= PACE/LTCPHP
= AIDS/HIV Waiver Services
= Elderly & Disabled Waiver - Personal Care
= Elderly & Disabled Waiver - Adult Day Health Care
= Elderly & Disabled Waiver - ADHC and Personal Care
7 = Elderly & Disabled Waiver - Respite
10 = Consumer-Directed Personal Attendant Services
11 = ACR Residential Living
12 = ACR Regular Assisted Living
NO MEDICAID SERVICES AUTHORIZED
8 = Other Services Recommended
9 = Active Treatment for MI/MR Condition
0 = No other services recommended
Targeted Case Management for ACR
0= No 1= Yes

o0k wN

Assessment Completed
1 = Full Assessment

2 = Short Assessment

ACR provider name:
ACR provider number:
ACR admit date:

SERVICE AVAILABILITY
1 = Client on waiting list for service authorized
2 = Desired service provider not available
3 = Service provider available, care to start immediately

Is this an ACR Reassessment?
0= No

1= Yes

Short (28577)

Long (Z28578)

Is Individual currently auxiliary grant eligible?
0=No
1 =Yes, or has applied for auxiliary grant
2 = No, but is eligible for General Relief

Dept of Social Services:
(Eligibility Responsibility)

(Services Responsibility)

to be completed only by Level I, Level |1, or ACR screeners
LENGTH OF STAY (If approved for Nursing Home)
1= Temporary (less than 3 months )
2 = Temporary..(less than 6 months)
3 = Continuing (more than 6 months)
8 = Not Applicable

LEVEL I/ACR SCREENING IDENTIFICATION
Name of Level I/ACR screener agency and provider number:

LEVEL Il ASSESSMENT DETERMINATION
Name of Level Il Screener and ID number:

0 = Not referred for Level Il assessment

1 = Referred, Active Treatment needed

2 = Referred, Active Treatment not needed

3 = Referred, Active Treatment needed but individual
chooses nursing home

Did the individual expire after the PAS/ACR Screening decision but
before services were received? 1 = Yes 0 = No

SCREENING CERTIFICATION - This authorization is appropriate to adequately meet the individual's needs and assures that all other resources

have been explored prior to Medicaid authorization for this recipient.

/ /
Level I/ACR Screener Title Date

I
Level I/ACR Screener Title Date

I
Level I Physician Date

DMAS-96 (revised 04/00)



Instructions for completing the Medicaid Funded Long-Term Care Service Authorization Form (DMAS-96)

gk~ wDdPRE

10.

11.

12.

Enter Individual’s Last Name. Required.

Enter Individual’s First Name. Required.

Enter Individual’s Birth Date in MM/DD/CCY'Y format. Required.
Enter Individual’s Social Security Number. Required.

Enter Individual’s Medicaid ID number if the Individual currently has a Medicaid
card. This number should have either nine or twelve digits.

Sex: Enter “F” if Individual is Female or “M” if Individual is Male. Required.

Is Individual Currently Medicaid Eligible? Enter a “1” in the box if the Individual
is currently Medicaid Eligible.

Enter a “2” in the box if the Individual is not currently Medicaid Eligible, but it is
anticipated that private funds will be depleted within 180 days after Nursing Home
admission or within 45 days of application or when personal care begins.

Enter a “3” in the box if the Individual is not eligible for Medicaid and it is not
anticipated that private funds will be depleted within 180 days after Nursing Home
admission

If no, has Individual formally applied for Medicaid? Formal application for
Medicaid is made when the Individual or a family member has taken the required
financial information to the local Eligibility Department and completed forms
needed to apply for benefits. The authorization for long-term care can be made
regardless of whether the Individual has been determined Medicaid-eligible, but
placement may not be available until the provider is assured of the Individual’s
Medicaid status.

Is Individual currently auxiliary grant eligible? Enter appropriate code (“0”, “1” or
“2") in the box.

Dept of Social Services: The Departments of Social Services with service and
eligibility responsibility may not always be the same agency. Please indicate, if
known, the departments for each in the areas provided.

Assessment Type: Enter in the box the number that corresponds to the assessment
provided. If this area is not filled in correctly, payment may not be made, may be
delayed, or may be incorrect. Required.

Medicaid Authorization Enter the three-character code that corresponds to the Pre-
Admission Screening Level of Care authorized. Enter only one code in this box.

NFS = NURSING FACILITY authorize only if Individual meets the Nursing
Facility (NF) criteria and community-based care is not an option.

EDW = ELDERLY AND DISABLED WAIVER authorize only if Individual
meets NF or pre-NF criteria and requires a community-based service to prevent
institutionalization. To authorize PERSONAL CARE, ADULT DAY HEALTH
CARE or RESPITE CARE the servicing provider must also fill out a Virginia
Prior Review and Authorization Request (DMAS-351) and submit it to the
appropriate DMAS agency.

EDL = LTC PREPAID HEALTH PLAN authorize only if Individual meets NF
criteria (pre-NF criteria does not qualify) and requires a community-based service
to prevent institutionalization.

AID = AIDS WAIVER authorize only if Individual meets the criteria for
AIDS/HIV Waiver services and requires AIDS/HIV Waiver services to prevent
institutionalization (that is, case management, private duty nursing,
personal/respite care, nutritional supplements). To authorize Individual services,
the servicing provider(s) must also fill out a Virginia Prior Review and
Authorization Request (DMAS-351) and submit it to the appropriate DMAS
agency.

ARC = ACR RESIDENTIAL LIVING authorize only if Individual has
dependency in either 1 ADL, 1 IADL or medication administration.

ARR = ACR REGULAR ASSISTED LIVING authorize only if Individual has
dependency in either 2 ADLs or behavior.

If ARR is authorized, enter, if known, in item 29, the provider number of the ACR that
will admit the Individual. Enter, in item 27, the date the Individual will be admitted to
that ACR.

PAC = PACE authorize only if Individual meets NF criteria (pre-NF criteria does
not qualify) and requires a community-based service to prevent institutionalization.
Authorize only after the PACE program is in effect.

NON = NO OTHER SERVICES RECOMMENDED use when the screening
team recommends no services or the Individual refuses services.

OSR = OTHER SERVICES RECOMMENDED includes informal social

support systems or any service excluding Medicaid-funded long-term care (such as
companion services, meals on wheels, MR waiver, rehab. services, etc.)

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

(continued)

ATM = ACTIVE TREATMENT FOR MI/MR CONDITION applies to those
Individuals who meet Nursing Facility Level of Care but require active treatment
for a condition of mental illness or mental retardation and cannot appropriately
receive such treatment in a Nursing Facility.

Targeted Case Management for ACR If ARC, ARR or ARI is authorized, you
must indicate whether Targeted Case Management for ACR (quarterly visits) are
also being authorized. The Individual must require coordination of multiple
services and the ACR or other support must not be available to assist in the
coordination/access of these services. Enter a “0” if only the annual reassessment is
required.

Service Availability If a Medicaid-funded long-term care service is authorized,
indicate whether there is a waiting list (#1) or that there is no available provider
(#2), or whether the service can be started immediately (#3).

ACR Reassessment: If this is an ACR Reassessment enter the appropriate code

for No or Yes. Then mark the appropriate box for a short reassessment or a long
reassessment.

Length of Stay If approval of Nursing Facility care is made, please indicate how
long it is felt that these services will be needed by the Individual. The physician’s
signature certifies expected length of stay as well as Level of Care.

Level I/ACR Screening Identification Enter the name of the Level | screening
agency or facility (for example, Hospital, local DSS, local Health, Area Agency

on Aging, CSB, State MH/MR facility, CIL) and below it, in the 11 boxes
provided, that entity’s 8-digit provider ID and 3-digit location code.

For Medicaid to make prompt payments to Pre-Admission Screening committees,
all of the information in this section must be completed. Failure to complete any
part of this section will delay reimbursement.

If the screening is a Nursing Home Pre-Admission Screening completed in the
locality, there should be two Level | screeners, both the local DSS and local
Health departments. Otherwise, there will only be one Level |
identification entered.

Do NOT fill in Lines 16 and 17 or lines 18 and 19 if lines 20 and 21 are filled in.
Submit a separate DMAS-96 form.

Level Il Assessment Determination If a Level 1l assessment was performed (M,
MR or Dual), enter the name of the assessor on line 20 and the provider number

on line 21. Do NOT fill in line 20 and 21 if lines 16 and 17 are also filled in.
Submit a separate DMAS-96 form.

Enter the appropriate code in the box.

When a Screening Committee is aware that an Individual has expired prior to
receiving the services authorized by the screening committee, a “1” should be
entered in this box.

screener

The Level I/ACR Screener must sign and date the form. Required.

The Level I/ACR Screener must sign and date the form. Required for all services
except ACR placement.

The Level | physician must sign and date the form. Required for all services
except ACR placement.

Enter the date the Individual entered an ACR. Otherwise leave blank. If the Level
of Care authorized is NFS, give a copy of this form to the Nursing Facility. The
Nursing Facility must enter the date Medicaid Care of the Individual began in this
space and place a copy of the form ON TOP of their admission packet.

Enter the name of the ACR in which the Individual was placed. Otherwise leave
blank. If the Level of Care authorized is NFS, give a copy of this form to the
Nursing Facility. The Nursing Facility must enter their name in this space and
place a copy of the form ON TOP of their admission packet.

Enter the provider number of the ACR in which the Individual was placed.

Otherwise leave blank. If the Level of Care authorized is NFS, give a copy of this form
to the Nursing Facility. The Nursing Facility must enter their provider number in this
space and place a copy of the form ON TOP of their admission packet.
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VIRGINIA DEPARTMENTS OF MEDICAL ASSISTANCE SERVICES/SOCIAL SERVICES
ADULT CARE RESIDENCE ELIGIBILITY COMMUNICATION DOCUMENT

To/From: Dept. of Social Services Eligibility Worker in
(City/County Responsible for Auxiliary Grant)
Address:
To/From: (ACR Assessor/Case Manager)
Address:

Assessor=s provider #:

RESIDENT: SSN:
Medicaid #:
ACR: ACR Location:

PURPOSE OF COMMUNICATION (check 1, 2, or 3):

1. ANNUAL REASSESSMENT COMPLETED Date of Reassessment: / /
a. Resident Continues to Meet Criteria for ACR Placement at the following level of care:
___Residential Living __ Regular Assisted Living
b. Resident Does Not Meet Criteria for Residential or Assisted Living

2. RESIDENT NO LONGER RESIDES IN ACR ON RECORD. Resident has been discharged to:

a. Another ACR. Last Date of Service in the ACR on Record: / /
Name of New ACR:
Provider #: Start of Care Date in New ACR: / /

Address of New ACR:

b. Home. Last Date of Service in the ACR: / /
New Address:

C. Other (please specify):
Last Date of Service in the ACR: / /
New Address:

3. AUXILIARY GRANT ELIGIBILITY TERMINATED Effective Date: / /

Reason:
(Name of Assessor/Case Manager Completing Form) (Name of Eligibility Worker Completing Form)
(Signature of Assessor/Case Manager Completing Form) (Signature of Eligibility Worker Completing Form)
(Date) (Telephone No.) (Date) (Telephone No.)

Revised 4/00



ACR ELIGIBILITY COMMUNICATION DOCUMENT INSTRUCTIONS

WHEN TO USE THIS FORM

This form is a communication tool between the local department of social services (LDSS) eligibility worker, the assessor/case manager

responsible for the 12-month reassessment of the adult care residence (ACR) resident, and DMAS. This form is completed:

1. By the assessor/case manager to the eligibility worker and to DMAS at the time of a 12-month reassessment (a finding that the
resident continues to meet either residential or assisted living is required in order for the eligibility worker to redetermine
eligibility for an Auxiliary Grant (AG) payment);

2. By either the assessor/case manager or eligibility worker to the other and to DMAS whenever either becomes aware of a change
in address; and
3. By the eligibility worker to the ACR assessor/case manager and to DMAS whenever the AG is terminated.

TO/FROM SECTION

Both TO/FROM sections must be completed. Completely fill in the locality of the DSS eligibility worker with address and indicate
whether document is to be sent to or from the eligibility worker by circling ATOOor AFROM.O In the second TO/FROM section,
completely fill in the assessor or case manager=s name, address and provider number and indicate whether the document is to be sent to or
from the assessor or case manager by circling ATOOor AFROM.[

RESIDENT IDENTIFICATION SECTION

1. RESIDENT: Legibly print name of ACR resident who is being assessed, who has moved, or whose AG has been terminated.
2. SSN: Write in the resident=s social security number. Record the resident=s Medicaid number.

3. ACR: Legibly print the name of the ACR in which the resident resides.

4. ACR location: List the city/town in which the ACR is located.

PURPOSE OF COMMUNICATION SECTION: Check either 1., 2., or 3.

If 1. is checked (Annual Reassessment Completed), fill in the date of the reassessment. Check either a. (Resident continues to meet
criteria for ACR placement at the following level of care) or b. (Resident does not meet criteria for residential or assisted living. If a. is
checked, indicate which level of care the individual meets. When 1. is checked, the assessor sends a copy of the Uniform Assessment
Instrument (UAI), the ACR Eligibility Communication Document (ECD), and the HCFA-1500 to DMAS. In addition, the assessor sends
a copy of the ECD to the LDSS eligibility worker; copies of the UAI and ECD to the ACR; and a decision letter to the individual being
assessed. The assessor should keep a copy of each of these documents.

NOTE: If a reassessment indicates a change in level of care, treat the assessment as a change in level of care. That is, send a copy of the
UAI and the DMAS-96 to DMAS. In addition, send the eligibility worker a copy of the DMAS-96; send to the ACR copies of the UAI,
DMAS-96, and decision letter; and send a decision letter to the individual being assessed. The assessor should keep a copy of each.

If 2. is checked (Resident no longer resides in ACR on record), indicate to where the resident moved (i.e., another ACR, home, or other).
For each, indicate the last date of service in the ACR on record. Complete other information such as new address, etc., if known. When 2.
is checked, the assessor/case manager or eligibility worker completing the ECD should send a copy to the other and a copy to DMAS and
keep a copy for him- or herself.

If 3. is checked (Auxiliary Grant Eligibility Terminated), the eligibility worker indicates the effective date of termination and the reason.
Then the eligibility worker sends a copy of the ECD to the assessor/case manager and to DMAS.

SIGNATURES SECTION

For each form completed, only one signature section will be completed. For example, if an assessor is completing the form for a
reassessment, the left-hand side with assessor information will be completed. If the eligibility worker is completing the form for
notification of AG eligibility termination, then the right-hand side is completed. Please completely fill in the applicable section with
printed name of individual completing the form, signature, complete date with month/day/year, and telephone number with area code.

Please photocopy this form as needed; plain paper copies are acceptable.

FOR ADDITIONAL INFORMATION, PLEASE REFER TO THE ASSESSMENT AND TARGETED CASE MANAGEMENT SERVICES
IN ADULT CARE RESIDENCES: PROCEDURES FOR ASSESSORS AND CASE MANAGERS. THIS MANUAL IS AVAILABLE
FROM THE VIRGINIA DEPARTMENT OF SOCIAL SERVICES, ADULT SERVICES PROGRAM, AT 804-692-1299.



